The management of patients with ulcerative colitis is centred on prompt treatment of the exacerbations backed up by maintenance therapy intended to prolong the remissions for as long as possible. Since the aetiology of ulcerative colitis is unknown these treatments have remained empirical. Controlled trials have proved the efficacy of both sulphasalazine and corticosteroids,' 3 but the optimum regimens have to take account of the wide clinical variability of the disease. The severity of exacerbations is usually graded as mild, moderate, or severe.4
Mild disease may be defined as diarrhoea with four or fewer bowel motions daily, only small amounts of visible blood in the stools, and no serious constitutional upset. In such cases sulphasalazine 1 g three times a day may be sufficient treatment. Nausea and headache, which are frequent side effects of sulphasalazine, are less common if the initial dosage is low with a gradual build-up to 3 g, and enteric-coated tablets may also be less upsetting. The Estimates of numbers vary from one study to another but the overall conclusions are consistent: many more patients are assessed as having psychiatric disorders than are referred to psychiatrists. What are the explanations offered? The extent of psychiatric morbidity in general hospital populations may have been overestimated for methodological reasons; the organisation and quality of local psychiatric services may be inadequate to meet general medical demands; or most psychiatric disorders identified in these surveys may be too benign to give physicians cause to seek a psychiatric opinion.
A more realistic explanation is that many consultant physicians seem to be so sceptical about the effectiveness of psychiatric diagnosis and management that they resist referring patients to psychiatrists. Steinberg et at6 have published the findings of a North American investigation that showed that attending physicians refused to accept their junior staffs' recommendations for psychiatric referrals in over half of a series of medical inpatients with "major emotional problems" related to their illness or treatment. In 30 of the 50 cases where there was resistance the physicians either minimised the relevance of psychiatric symptoms to the medical management or were unaware of the benefit that could have resulted to the patient from a psychiatric intervention. In a further 12 instances the physicians stated that a psychiatric consultation might make their patient angry or emotionally upset and so impair the doctor-patient relationship. Similar views are met in Britain. Mezey and Kellett7 sent a questionnaire on "reasons for not referring a patient to a psychiatrist" to all 106 nonpsychiatric clinical consultants who were on the staffs of six general hospitals in a defined area. Eighty-eight consultants completed the form and, of the 10 reasons given, the one that influenced most of them (40) against a referral was the belief that the patient would dislike being referred to a psychiatrist. The next most common reason was that the patient would be put at some disadvantage by being labelled as a "mental case."
